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trated/branched aortic endografting. J Vasc Surg 2011;53:583-90.Submitted Aug 12, 2013; accepted Feb 23, 2014.INVITED COMMENTARYTimothy A. Resch, MD, PhD, Malmö, SwedenThe report by Dr Cochennec highlights some very signiﬁcant
issues related to the practice and dissemination of complex aortic
procedures.
The authors present 113 cases performed during a period of
7 years, which equates to fewer than 20 cases per annum divided
among four operators using three endovascular devices. Previ-
ous studies have shown a link between surgeon as well as center
volumes and outcomes.1 Complex aneurysms represent a small
proportion of all aneurysms treated, and it is difﬁcult, even in
large vascular centers, to achieve volumes large enough to
reap the beneﬁts of truly high volumes. In contrast to “simpler”
aortic procedures, treatment of complex aneurysms is not only
a question of individual operator experience and skill, but it
places signiﬁcant demands on the supporting structure of the
center.
Preoperative planning of complex cases is paramount for suc-
cess. Detailed anatomic analysis as well as extensive speciﬁc device
knowledge is needed. The learning curve is signiﬁcantly longer
than for infrarenal endovascular aneurysm repair. This indicates
that it is better to use a single device and to learn it well rather
than to stray between different devices, trying to take advantage
of individual stent graft beneﬁts.
Certain morphologic features need to be speciﬁcally addressed.
(1) A “shaggy” aorta is a risk factor for embolic events and poor
outcome.2 (2) Poor access can lead to difﬁculties in orienting the
device, leading to target vessel loss, resulting in end-organ dysfunc-
tion. Very long procedures can lead to compartment syndrome as
well as a systemic reperfusion injury causing severe physiologicinstability and multiorgan failure in the immediate postoperative
phase.3
Patients with complex aneurysmal disease often carry signiﬁ-
cant comorbidities and generally have a much lower tolerance
for perioperative and postoperative complications, which is clearly
seen in the current study with signiﬁcant morbidity and mortality.
This furthermore emphasizes the need for appropriate patient se-
lection, workup, and optimization before surgery as well as exten-
sive involvement of anesthetic and intensive care expertise in the
preoperative, perioperative, and postoperative period. This can
most likely be achieved only in very select high-volume centers
dedicated to treatment of complex aortic disease.
I thank the authors for their honest reporting and for high-
lighting the issues in dealing with complex endovascular aortic
procedures.
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